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BEPARTMENT OF HEALTH'
HEALTH REGUL ATION

SYMBRAL FOUNDATION FOR COMMUNITY{ERVIEES, INC.
10 FEB 28 A G ) &

P.O. Box 60672 914 SILVER 8
WASHINGTON, D.C. 20039 SUITE 103 . ‘
: ' SILVER SPRING, MARYLAND 20910
TELEPHONE # : (301) 650-5722
FAX NUMBER: (301) 650 -5729-

February 27%, 2007

To:  Patricia VanBuren
Program Manager ICF Division
Department of Health '
8235 North Capital Street, NE
Washington, DC 20001

Dear Ms VanBuren;

You will find enclosed the Plan of Correction for our Haﬁnony Home located at 521 Kennedy St.
NE Washington DC 20011. We have corrected the required responses as directed.

If you have any questions regarding the documents we sent to you please feel free to contact
Rhonda Seegobin or Gemma Calliste, Program Manager at (301) 650-5722.

Sincerely,

&L. 7
Dr. Yvonne Mohammed, CEQ
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P RN ALPH LD
CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO, 0938-0391
STATEMENT OF DEPICIENCIES: 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTIDN: X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER;

A BULBING ~ COMFLETED

1o R
- BEWING
‘ 09GDSE : ‘ 02/08/2007
NAME OF PROVIDER OR SUPPLIER ' . vs'TRF-_'ET ‘ADDRAEES, GITY, STATE, 2If CODE,
SYMBRAL ' 521 KENNEDY STREET, NE

' WASHINGTON, DT 20011°

{X4) ID SUMMARY STATEMENT DF OEFICIENCIES B PROVIDER'S FLAN OF CORREGTION =5

PRERIX (EACH.DEFIGIENCY MUST BE FREGEDED 8Y FULL L PREFIX {EACH CORREETIVE ACTION SHOULD BE/GROSSE. | GOMRLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG REFERENCED TQ THE APPROPRIATE DEFICIENGY) | RATE

{W 000} [ INITIAL COMMENTS

{W 000}
A B visit survey was conducted on February 8, : - :
2007. This survey process focusad-on verifylng |
confinuous conipliance with fadera) requirements |
In the Candltions of Goveming Body, Cllzni
Protections and Haalth Care Sejv(ces.. Four
Temnales. with varying degreas of disabllities reaide
In this facility. The survey sample was derived
from a random sampling of two of the four tlients:
The survey findings ara based b opsenations in
the: group:Home In addition to Intervieves with
‘résidentla) and riursing staff, A review of records
that Included unusus) incldent reports was also
eondustad.  The surVey resultad in zampllancs
-‘ ‘with.no standard lavel deficiericles, |
{W124) | 483.420(a)(2) PROTECTION OF CLIENTS {W 124y
- RIGHTS

| - | The Tacllity must ensure thiz rights: of all:cllents.
- | Tharefors the facility must Inform sach client,
| parent-(if the client is & minar), or lsgal guardlan,
: of the cilent's medical conditign, dévelopmantal
;‘ and behavioral status, attendant risks of

! traatment; and of the rght io refuse treatment.

38

This STANDARD s not met as.evidented by:

Based on observation, Interview and racerd

| varification, the facility faliad to ensura the right of
each gllant or thelr {zgal guardian to be Informed

of tha clisnt's madjea) condltion, davalopmantal

| and behavioral siatus, attendant risks of

| treatmant, and the right to refuse treatment for
one-of the two clients in the semple. (Cllent £#2)

gy gV 82831
15

The finding inciudes:

The facility falled to ensura clients wera informed |

o ECTOR'S DR FROVJDER/SURFLIER REPRESENTATVES SIGNATURE TITLE e DATE
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7 7 L s 2 Pt H - - 22,/27/07
iy defdl /

ency statement anding with en ssterisk (7) denofua & d’aﬁciency which tha institution may be excused from corecting praviding it s determinéd.lhat

:thnrlaafeguargis pravida sufficlent protestion.1a the patlants..(Sao Instructiona.) Except far nursing hamus, the findinge stated sbove ere diskiasable 80 daya
“followln

g the date of survey whather or not & plan of correction is pravided, For nureing hoemek, the abova findings end plans of cormaction sre disclorable 14
by

imys fallowing the date these documents are made avallabla ta the faciity. |f deficlanciss ave zjted, sn spproved plan of carractian ls requlsils to continuad’
_ program partiipation.
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¥ v - PRINTER: D2/18/2007
! DEPARTMENT QF HEALTH AND HUMAN SERVICES: FORM APFROVED
) _CENTERS.FOR |CARE & MEDICAID SERVICES. = . , OMB NO. 0938-0351
H STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA. {X2) MULTIELE CONSTRUGTION (¥4) DATE SURVEY
AND PLAN OF CORRELTION . IDENTIFICATION NUMBER; . " "COMPLETED
A, BUILDING- .
. o , R
09058 B NS — ' _DZ/0B/2007
- NAME‘OF PROVIDER OR SUPPLIER, STREET ADDRESE, CITY, BYATE, ZIF CODE
1 avmee 521 KENNEDY STREET, NE
| SYMBRAL WASHINGTON, DC 20011 B
1 wam |  EUMMARY STATEMENT OF DEFICIENCIES . | . PROVIDER'S PLAN OF CORRECTION |
N RRER (EACH .DEFICIENCY MUST BE FRECEDED BY:FULL FREFIY,’ {EACH CORRECTIVE ACTION SHLULD BE CROSS. | COMPLETIBN
! TAG ‘REGULATORY OR LSC INENTIFYING INFORMATION) TAG REFERENCED T THE APFROPRIATE DEFICIENCY) DATR,
T {W 124} Continusg From page4 . {WY 124 The fagility has secured a logal guardian for | 2222007

consummer.number #2 on 1/23/4007. The Ghardian .
| has reviewed and signed the consumer’s “Bill of- |4

of the fsks and berefia of it psychovopie |
medications and behavier manzgement plans.

Rights” and consent forms on 2/22/2007. The ongoulg
i ) . r | facihity is ntly: usitig othet strategies to-securs.
ngiaw of Cliant #2's surrent phystcl_an nrd_.ar,si_ ' ﬁg ag,_g_i;&lnn;ﬂo);legalg guﬂal.réi:mill consunl?:rs
A = ) revealed that the cliant receives Thorazing.and | with the assistance of DDS. Upon with thirty (30)
1 '| Prozag: for the management of his maladaptive | days of admission to a facility, Synibral will feview |
: behaviors, The nurse Indicated that the cllent | consumer’s records and assess the'need for Legal
| recelved thesa medication fof ils malauaptiva | Guardian/ Sutrogate Decision Maker. Further cross |
behaviors. Review.of Cllent#2's:record failed to reference with W263. -'
show svidence that writtan consent had bear,
| obtalnisd for the' uss bfthe-abova Medications,
Thara was no-evidencs that the potential risks
Invdived In using thesa madications, or the right:
to rafuse thesé medlcations had baea explained
to the &llent.
i | Interview with the Quallfied Menta| Retardaton
| Professional {QMRP) ang:ths Houss Madggeron

| February B, 2007 indicated that Cliant #2.has

obtalned a:legal guardian on January 23,2007,

However the conssatforms had notbaen

| obtained ragarding Cllant #3' restrictive
‘megsures toinclude his BSF and psychetrople

madications, '

Additionsl, revisw of Clisni #2's habllitation

| records revealed a psychological asésssment
dated August B, 2008. The assessment

documanted tha cliant "ia not compastent o make:

| independent dewlsions regarding nealth, madical

- 1-and financial decisions o _

| {W 253} | 483,440(1(3)(I)) PROGRAN MONITORING & W 283}

| CHANGE :

Tha commilttae shauld insure that these programs

-are conductad only with the written informed

consant of the client, parants (if the client is a

(T minar) or legal guardian,

M EMS.2587(02.58) Pravioua Versjonz Ohénista BvsntuDrajuQ12 - Fa_::lrlly 10; DB GosE. If continuation sheat Fays 2 of 3
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N S _ PRINTED: U2/18/2007
. DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
- —EENTERS FOR MEDICARE & MEDICAID SERVICES _ _ - CMB NO..0038-0281
' ATATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/CLIA " | (62) MULTIPLE CONSTRUCTION TX3) DATE SURVEY: :
JARND. FLAN OF CORRECTION | IDENTIFIGATION NUMBER: _— LCONMPLETED i
' ' A, BUILDING. :
' R
. 3, WING : : ;
| | 08058 . viIN 02/08/2007
NAME.OF PROVIDER OR SUPFLIER . ] STREET ADBRESS, TITV, 5TATE, 2IP CODE
: 621 KENNEDY STREET, NE
SYMBRAL . ST E
. WASHINGTON, DE 20011
{%4) IO EUMMARY STATEMENT UF DEFICIENGIER o PROVIDER'S PLAN OF CORREGTION, (xa)
PREFIX (EACH DEFICIENCY MUST BE.PRECEDED.BY FULL PREFIX | (EAGHCORRECTIVEACTION.SHOULD BE CROSS- | coMpLETON |
TAG REGULATORY DR LSC IBENTIFYING INEDRMATIDN) TAG | REFERENCED TOTHE APPROPRIATE DEFICIENCY] bATE
(W 263} | Continued From pags 2 o || W288)| The facility has secured a legal guardian for 20222007
: ' ' : | consuimer mmmbet #2.61 1/23/2007. The Guardizh | o
This STANDARD 13 not st as avidenced by: has reviewed and signed the consumer’s “Bill of "

1 Rights" and consent forms on 2/22/2007. The
1 facility is currently using other strategics to secure
| the appointment of legsl guardian for all consnmers

Based oA staff interview and racord review, the
Facllity fallad to #risure that programs, wiich

incerporata restrctive techniques, were | | with thé assistanze of DDS. Upbr with thirty (30)
i | senducted orly with.the Writteh informed consent { days of admission fo a facility, Symbral will review
' of the cllent ar legal guardian for one of the twa - | - { consumer’s records and assess the need for Legal
‘clients In the sample. (Client#2) |- Guiardian/ Sutfogate Decision Maker. Further croue
- ' | reference with W263. .
1 The finding Includes; :

| [Gross Referance W124] There-was no evidenes

| that tha-HRC-had informad conssnt for the use of |
the bahaviar support plans that lhcludad the'usa

of peychotiople medications,
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